Background
==========

Regulatory decision-making involves assessment of the risks and benefits of medications at the time of approval or when relevant safety concerns arise with a medication. The objectives of regulatory decisions are to determine whether a particular drug is safe and effective for use in the population at a specific dose for a particular indication. With increasing pressure on government agencies to improve transparency, the Food and Drug Administration (FDA) is making significant changes to make its processes and decisions more transparent to industry stakeholders and consumers ( <http://www.fda.gov/AboutFDA/Transparency/TransparencyInitiative/default.htm>). This has included initiatives to improve the transparency and consistency of risk-benefit assessments ( <http://www.fda.gov/downloads/MedicalDevices/DeviceRegulationandGuidance/GuidanceDocuments/UCM296379.pdf>). Recently, the FDA issued draft guidance on a structured qualitative benefit-risk framework, with several aspects of the decision making being quantitative ( <http://www.fda.gov/downloads/forindustry/userfees/prescriptiondruguserfee/ucm329758>).

The Institute of Medicine report on the ethics of post-marketing safety studies ( <http://www.iom.edu/Reports/2012/Ethical-and-Scientific-Issues-in-Studying-the-Safety-of-Approved-Drugs.aspx>) recommended that the FDA consider systematic assessment of benefit and risk during its regulatory advisory committee meetings. It recommended evaluation of the Multi-criteria decision analysis (MCDA) as one approach to group decision making during regulatory advisory committee meetings. MCDA methods are designed to help people make good decisions by helping them better understand the available information, assess their decision preferences and priorities, and enhance communication among involved stakeholders ^[@ref-1]--\ [@ref-3]^. A MCDA using the Analytic Hierarchy Process (AHP; see Methods for a description) allows us to make better decisions in complex situations involving tradeoffs by explicitly considering the risks and benefits of alternatives ^[@ref-4]^.

The AHP is equipped to address a wide range of decisions that involve both quantitative data and additional, less-tangible input from stakeholders ^[@ref-5]--\ [@ref-8]^. This is highly relevant to comparative effectiveness research as the comparison of alternative drugs or interventions is paramount. These complex situations may include tradeoffs between imperfect options, a mix of objective data and subjective options, and uncertain future outcomes ^[@ref-9]^.

Decisions always involve evaluative judgments; MCDA helps this process by making these judgments explicit, systematic and transparent ^[@ref-1]^. It also allows input from multiple stakeholders who may assign different preference weightings to the various risks and benefits. It has been used in other governmental organizational decision making ^[@ref-10]--\ [@ref-12]^. Type 2 diabetes is a priority condition for comparative effectiveness research as it is a condition with multiple treatment options with multiple potential benefits and harms ^[@ref-13],\ [@ref-14]^.

As a part of the Johns Hopkins FDA Partnership in Applied Comparative Effectiveness we plan to conduct a MCDA using the AHP to determine the optimal choice of oral medications for type 2 diabetes in a simulated advisory committee setting.

Methods
=======

Study population
----------------

We will invite a small group of at least eight diabetes experts from clinical (primary care, endocrinology, and pharmacy), research (epidemiology and clinical trials), operations (pharmacy and therapeutics), and public health disciplines (department of public health) related to diabetes treatment to participate. Recruitment methods will include invitations extended by email with attachment of an approved document ( [Appendix A](#f2){ref-type="fig"}). This project received ethical approval from the Institutional Review Board of Johns Hopkins University (Approval Number: NA_00048562).

Study intervention
------------------

The study intervention will be a four part structured interview consisting of a) overview of current medications and options for type 2 diabetes; b) a MCDA using the AHP; c) a cognitive interview; d) evaluation of the AHP-based priority assessment procedure.

Overview of current medications and options for type 2 diabetes
---------------------------------------------------------------

We will use the most updated version of the regulatory label for the treatment options for type 2 diabetes. When data on outcomes is not available, we will use data from our Agency for Healthcare Research and Quality (AHRQ) comparative effectiveness review ^[@ref-15]^.

The AHP
-------

The first step in AHP analysis involves defining the goal of the decision, the alternatives being considered, and the criteria to determine how well the alternatives can be expected to meet the goal ^[@ref-5]--\ [@ref-8]^. These are organized into a hierarchical decision model with the goal at the top, the alternatives at the bottom, and the criteria in between ( [Figure 1](#f1){ref-type="fig"}). In the second step, information about how well the alternatives can be expected to fulfill the decision criteria is collected. The third step consists of two parts: a) comparing the ability of the alternatives to fulfill the prespecified criteria, and b) judging the importance of the criteria relative to the decision goal. Pairs of alternative options are sequentially compared regarding their ability to fulfill the criteria using pairwise comparisons ^[@ref-7]^.

![Final Analytical Hierarchy Process Model.\
The first step in Analytic Hierarchy Process analysis consists of defining the goal of the decision, the alternatives being considered, and the criteria to determine how well the alternatives can be expected to meet the goal. As seen above, these are organized into a hierarchical decision model with the goal at the top, alternatives at the bottom, and criteria in between.](f1000research-2-1856-g0000){#f1}

A combined normalized ratio scale summarizes the results of the direct and indirect comparisons. Priorities for alternatives are compared using ratios; relative differences of 1.1 are considered significant according to standard AHP criteria ^[@ref-10]^. A ratio, or relative difference, of 1.1 between two alternatives implies a 10% multiplicative difference with respect to how the alternatives meet a given objective at the next level above in the hierarchy. To measure the quality of AHP, we will measure the internal consistency of the judgments within a set of pairwise comparisons using a measure called the consistency ratio. A consistency ratio of 0 indicates perfect consistency. By convention, consistency ratios \< 0.15 were considered acceptable ^[@ref-7]^.

Separate judgements are made for various decision perspectives. After the pairwise comparisons of alternatives, the pairwise comparison methods are used to determine the priorities of the criteria relative to the decision goal ^[@ref-7]^.

In the fourth step, the scales created in step three are combined to create a summary score indicating how well the alternatives can be expected to meet the decision goal ^[@ref-7]^.

This is similar to estimating a weighted average by multiplying the scores indicating how well the alternative options meet the decision goal by the priorities assigned to the criteria and adding the results ^[@ref-7]^. The priority of a given alternative with respect to meeting an objective at the next level up in the hierarchy is obtained by summing the products of the alternative weight and each objective weight at the level below in the hierarchy. The pair wise ratings will be transformed into relative weights by calculation of the right principal eigenvector of the relevant matrix (e.g., matrix of the pairwise comparisons between objectives at one level of the hierarchy). [Expert Choice](http://expertchoice.com/), uses the matrix multiplication method, considered to be accurate ^[@ref-16]^, for this calculation. The resulting scores are commonly expressed as percentages and indicate the alternative medications\' relative abilities to fulfill the decision goal.

The fifth step consists of sensitivity analyses to explore the effects of changing the estimates or judgements used in the original analysis.

All AHP analyses will be conducted using [Expert Choice](http://expertchoice.com/) 11.5 standard program. We will use the ideal synthesis mode with which rank is preserved in the case of addition or removal of an \'irrelevant\' alternative ^[@ref-17]^. In the ideal mode, the priorities of alternatives or options at a given level of the hierarchy are divided by the priority of the highest-scoring alternative or objective (the "ideal"), and the results are weighted ^[@ref-10]^.

In our example, this means that the two identical highest-priority alternatives will both receive the same weight, and it will not make any difference to the weights of the other alternatives if both or only one of the irrelevant alternatives are included. In the distributive mode, priorities are divided by the sum of priorities to give a normalized weight and this allows for rank reversal ^[@ref-10]^. We will examine our results for robustness using the distributive mode.

We will also conduct a cognitive interview and process evaluation to evaluate the user perspectives on the process. The cognitive interview will consist of an investigator accompanying the participants as they complete the AHP task and asking a range of probing questions. Questioning will be guided by a checklist to ensure that all important aspects of the hierarchy, the choice tasks, and the instrument itself were functioning as intended. Qualitative feedback will be entered into NVivo ( <http://www.qsrinternational.com/products_nvivo.aspx>), coded and analyzed to identify recurring themes. Once all participants have completed the AHP, they will be invited back for a group session. At this session group results will be presented and discussed and the participants will be asked to complete an evaluation form ( [Appendix B](#f3){ref-type="fig"}) regarding their experience with, and confidence in the AHP method. The operationalization of the AHP for our study is described below.

Step one: Defining the decision context and creating an AHP decision model
--------------------------------------------------------------------------

The decision goal will be placed at the top of the hierarchy. The level of the hierarchy below the decision goal will include the general objectives. More specific objectives will be placed below the general objectives with each lower level consisting of more specific objectives. General objectives and more specific objectives at a given level of the hierarchy will be comparable. We will aim for seven or fewer objectives on any given level of the hierarchy, and objectives will be expressed positively. The pharmacologic alternatives will be placed at the lowest level of the hierarchy. The decision context, model content, and structure of the hierarchy will be validated for content and refined through in-person group sessions with experts. The panel of experts will consist of clinical experts (e.g., internists, endocrinologists, and pharmacists) and research experts (e.g., epidemiologists and clinical trialists). The decision context and hierarchical model will be presented to a panel of experts on at least two occasions. Experts will be invited to these validation sessions informally in-person or by e-mail. Sessions will be 60 to 90 minutes in duration. After each session, the expert feedback obtained will be synthesized and incorporated into a revised version of the model and decision context. During each expert session, a member of the study team will present an overview of the use of the AHP in decision-making. A list of three to five open-ended questions will be distributed in hard copy to the group for feedback on the model ( [Supplementary Table 1](#ST1){ref-type="table"}).

The decision context will be ranking medication for type 2 diabetes. The clinical scenario presented will be an adult patient with moderately uncontrolled type 2 diabetes (glycated hemoglobin-7--9 g/dl). The stated decision goal will be to rank the options for type 2 diabetes treatment. Two criteria will be defined as determining the best treatment of type 2 diabetes: 1) to maximize benefits via glucose reduction; 2) to minimize medication adverse effects. The criteria for maximizing benefits will be focused on reducing glycated hemoglobin; the criteria for minimizing medication adverse events will be sub-divided into two sub criteria: minimizing non-serious harm and minimizing serious harm. The serious harms include severe hypoglycemia, congestive heart failure, acute pancreatitis, and bladder cancer. The non-serious harms include fractures, weight gain and gastrointestinal symptoms. The five medication options that will be considered are metformin, sulfonylureas, exenatide, sitagliptin and pioglitazone.

Step two: assembling and organizing outcome information and presentation of the evidence matrix
-----------------------------------------------------------------------------------------------

We will use several sources of data for the decision-analysis. The treatment-specific probabilities or mean differences for objectives at the lowest level of the hierarchy will be identified from the FDA label or medical review documents available for each drug as available on the FDA website. In the absence of quantitative data on the specific objectives, we will substitute data from a Comparative Effectiveness Review of diabetes medications developed under contract from AHRQ ^[@ref-18]^.

These treatment-specific quantitative data ("evidence matrix") will be presented relative to either the comparator identified in the decision context, or to placebo/usual care (see section on, "Presentation of objectives").

The data from the evidence matrix will be formatted to create a visual representation which facilitates interpretation. Formats for presentation will be considered based on Dolan *et al.* ^[@ref-19]^ and will include display of risks on a plot with 2 axes; bar charts displaying risks; flow charts displaying risks; and pictograms that depict probabilities by displaying a box that contains 100 items, some of which are filled. These formats will be compared and discussed among the study team, and the final presentation format selected by the study team will be used to display evidence on objectives during AHP sessions. See [Supplementary Figure 1](#SF1){ref-type="fig"} for the different visual representations to be considered.

Step three: making comparisons among the alternatives
-----------------------------------------------------

*Comparisons among alternative drugs relative to criteria*: We will compare the alternative drugs' ability to achieve the decision goal (i.e. best treatment for type 2 diabetes) by making comparisons among the alternative drugs with regard to fulfilling each criterion. This will be conducted using standard AHP pairwise comparisons among the alternatives for each of the benefit and risk criteria defined in the previous step using the 9-point ratio scale. This "bottom-up approach" will be used to account for the potential consideration when one key assumption for AHP -- that the higher level of elements in the hierarchy are independent of lower level elements -- may not hold.

*Comparisons among the criteria:* The same pairwise comparison method will be used to determine the priorities of each of the criteria relative to the decision goal (i.e. safe and effective medication for type 2 diabetes).

Step four: combining judgments' to see how well alternatives can meet the goal
------------------------------------------------------------------------------

We will use the standard AHP weighting to combine the results of the judgments made in step three to determine the relative abilities of the medications to meet our stated goals for the decision context. Relative differences \> 1.1 will be considered significant.

Step five: sensitivity analysis
-------------------------------

We will explore the impact of different judgments' on the relative importance of the criteria varying their priorities from 0 (no importance) to 1 (most important) and recalculating their alternative scores. We will invite input on the relative importance of the criteria from various stakeholders and conduct additional sensitivity analysis to determine their impact on the decision goals.

***Delivery of the AHP web based instrument.*** The AHP instrument will be delivered as a series of questions in an online version of [Expert Choice](http://expertchoice.com/). The first screen, or "welcome screen", will present a comprehensive description of the decision context, instructions as to how pair-wise comparisons should be judged using a ratio scale, and instructions for navigating through the experiment. Each subsequent screen will contain a set of pair-wise questions designed to elicit each respondent's opinion on the relative weight of each objective or alternative in terms of meeting the overall goal or relevant objective.

Alternatives will be presented first, then specific objectives, moving from the bottom of the hierarchy up to the decision goal. A bottom-up order of presentation was considered more appropriate than a top-down order because expert respondents will have underlying knowledge about details that could influence decisions at higher levels in the hierarchy in an uncontrolled manner. For pair-wise comparisons of objectives and sub-objectives, participants will see the text: "Which of the two objectives below is more important?" For pair-wise comparisons of alternatives, participants will see the text: "Which of the two alternatives below is more preferable?" Rating of alternatives is necessary in order to transfer the evidence into subjective comparisons of importance on the ratio scale. The Expert Choice software translates all judgments to a ratio scale, regardless of whether they are entered using a verbal, graphical, or numerical scale.

The maximum number of pair-wise comparisons will be presented in order to give the best possible accuracy. Participants will be able to click on information icons to display evidence-based information (described above in "Presentation of objectives") on how each alternative meets the relevant objective. The instructions on the welcome screen and questions will be drafted according to survey methodology best practice and will be tested and redrafted as necessary by the study team. Participants will be able to see their individual intermediate results throughout the process and their overall results when the process is completed. The option for participants to see their inconsistency ratios will be turned off because presentation of the inconsistency ratio may encourage participants to aim for consistency over accuracy. At the end of the process, participants will see a "thank you" screen which will provide a brief overview of the analysis process and group session as well as contact details for the principal investigator and ethics committee. Analysis will be conducted using the ideal mode, and various sensitivity analyses will be conducted for the group session.

Conduct of the AHP sessions
---------------------------

Participants will be invited to participate in one individual session and one group session. Trained interviewers who are co-investigators on the project will schedule one-on-one appointments with respondents in which they will complete the instrument and probe questions. Interviews will take approximately 90 minutes. Once all pretests are completed, individual and group results will be analyzed and presented to respondents in a group debrief session lasting approximately 60 minutes. This will provide respondents with further opportunity to comment on the face validity of the approach and to raise any additional concerns about the instrument.

The individual interviews will involve an experienced investigator working one-on-one with each respondent to work through the AHP task and conduct the cognitive debriefing concurrently. Interviews will be scheduled at quiet locations and times convenient to the respondent and will take approximately 90 minutes to complete. Respondents will not be remunerated for their participation. Respondents will not be asked to provide any personal health information, which helps minimize the risk of breaches of confidentiality.

At the end, participants will be invited back for a group session. The objectives of the group session are: 1) to present the group results from the AHP and any significant findings from the cognitive debriefing; 2) to assess the extent to which respondents agree with the experiment's findings; and 3) to assess whether they find the method sufficiently trustworthy to consider using it in other decision making contexts.

The group session will be held in a secure location. It will take approximately two hours, and respondents will not receive remuneration. The agenda for the group session will include presentation of overall results followed by results at each level of the hierarchy. For each trade-off in the hierarchy, presentation of results will be accompanied by discussion of any outlying results, with respondents encouraged to discuss reasons for differing views. Where there is significant heterogeneity in responses, as measured by the standard deviation of the priority weights, or where respondents do not agree with results, investigators will show the impact on results of alterations to responses and/or the evidence matrix. The session will conclude with a short poll on the extent to which respondents agree with the findings and trust the method.

Cognitive interview and evaluation
----------------------------------

Cognitive interviewing will be conducted alongside the individual interviews. The cognitive debriefing protocol will be developed based on standard methodology building on methods used for cognitive debriefing of conjoint analysis instruments. The protocol will involve prospective and retrospective probing, as well as assessing information volunteered by participants to assess the AHP instrument according to the following checklist shown in [Table 1](#T1){ref-type="table"}. Interviews will be recorded and transcribed, if agreed to by respondents, to facilitate analysis of the cognitive interviewing information. Analysis of the cognitive interview will involve assessing the extent to which the scale performed adequately on each of the checklist items. Major themes or concerns about the instrument will be elicited from the transcripts and presented through representative quotes.

###### Checklist used to guide cognitive interviewing.

  Category                                                                                                 Item
  -------------------------------------------------------------------------------------------------------- -------------------------------------------------------------------------------------------------------
  Validity of the objectives                                                                               Hierarchy: Do respondents understand the decision goal and objectives at each level of the hierarchy?
  Evidence: Do respondents understand the way evidence is presented?                                       
  Information: Is there omitted information (e.g., are the questions and evidence presented sufficient)?   
  Choice tasks                                                                                             Task understanding: Do respondents understand the task?
  Perspective: Are respondents answering from the correct perspective?                                     
  Trade-offs: Are respondents willing to make trade-offs?                                                  
  Overall survey instrument                                                                                Comprehension: Is the reading level appropriate?
  Burden: Is the respondent burden appropriate?                                                            
  Engagement: Are respondents engaged in the task?                                                         

Study investigators
-------------------

The study team will comprise of co-investigators with methodologic expertise in preference assessment methods, decision analysis, evaluation of pharmacotherapeutic published and unpublished literature, epidemiology, and clinical care of type 2 diabetes. The study team will meet for at least 45 minutes each week to discuss and refine the decision context and model development. One member of the team will take primary responsibility for development of the decision context and model based on study team discussions and feedback during validation sessions.

Protection of human subjects
----------------------------

The protocol was approved by The Johns Hopkins Medicine Institutional Review Board. Risks to human subjects are minimal because the tasks involve opinion research, with no medical interventions or collection of personal health information. Participants will be provided with information about the study at the beginning of the individual sessions and asked for their consent to participate. They will be informed that they do not have to answer all questions and that they can withdraw from the study at any time without penalty.

Discussion
==========

We will provide the FDA with a new and innovative decision making method to ensure that potentially life-saving treatments are available to patients while protecting public health. The results from this study are likely to benefit patients and regulatory decision-makers in making judgments about the risks and benefits of drugs and devices.

Our study will provide a demonstration of the development and conduct of an AHP in the context of benefit-risk analysis that might occur in a committee setting. Using the AHP can aid, support, and enhance the understanding of decision-making processes. Cognitive interviewing will provide detailed qualitative data that could be used to improve the validity, clarity, and usability of the instrument.

Our protocol has several strengths. First, the AHP will be developed in an iterative manner that incorporates expert feedback at several steps in the process. While all participants will be experts in diabetes, each group will include some people who are new to AHP. This structure ensures that all technical considerations are addressed but also that the instrument will be as accessible as possible for people using an AHP for the first time. Second, this study will include formal process evaluations at several steps in the process, which gives structured insight into users' perspectives on the performance of the instrument and confidence in the method. Third, we will evaluate the results of the cognitive interview to ensure confidence that the process is valid.

This will be the first study to use the AHP to rank alternatives for treatment of type 2 diabetes. The findings will be compared to other applications in the healthcare literature where the AHP has been used in a committee-style decision-making process ^[@ref-20],\ [@ref-21]^. The study will determine to what extent the optimal choice of treatment for type 2 diabetes depends on the performance of the alternatives on various benefit and harm outcomes, and the importance assigned to these outcomes.

This study will provide information on a novel comprehensive approach using the AHP to systematically address the risk-benefits in a transparent patient-centered evidence-based manner.

Supplementary figure
====================

![Visual representations of data.\
**A**) The flow chart shows the occurrence gastrointestinal (GI) side effects by diabetes medication pair. **B**) Bar chart shows excess number of patients per 100 with GI side effects. SU-Sulfonylureas; MET-Metformin; Pio-Pioglitazone.](f1000research-2-1856-g0001){#SF1}

Supplementary table
===================

###### Open-ended questions to obtain feedback on initial model.

  ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  **Diabetes Medication Decision Model: feedback form**\
  Thank you for participating in the discussion about the Diabetes Medication Decision Model. In order to improve the model we would appreciate some written feedback from participants. Please take a few moments to share your thoughts about the model.

  • What is your general impression of the model (e.g., structure, relevance to actual decision making)?\
  • Was the model missing anything, and if so, what?\
  • Was there anything in the model that should not be there and if so, what?
  ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Appendixes
==========

Appendix A. Recruitment email
-----------------------------

![](f1000research-2-1856-g0002){#f2}

Appendix B. Evaluation form
---------------------------
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This is an interesting research study which aims to use an Analytic Hierarchy Process (AHP) in a simulated committee setting for selecting oral medications for type 2 diabetes. The study protocol is well presented and "ticks" many important methodological constructs.

However, there are areas which can be further strengthened: At times, the information presented is not clear and lacks justification. For example, in page 5, the authors state that the " *these treatment-specific quantitative data ("evidence-matrix") will be presented relative to either the comparator\...*". What is the "evidence-matrix" and how will it be presented?Similarly, in step 4, the authors state that they will *"...use the standard AHP weighting to combine the results and judgements made in step three to determine relative abilities of the medications to meet our stated goals for decision contexts*". How will the authors "combine" the "results and judgements"? What process will they use?Also, what does " *meet our stated goals for decision contexts*" actually refer to? The manuscript is littered with similar statements creating ambiguity and confusion. Simple sentences with clearer explanations may be required. Sampling -- This may be buried in the manuscript, but what sampling framework will be used to identify the diabetes experts? Will it be purpose or theoretical sampling? Convenience sampling should be avoided if possible due to issues of bias. Qualitative data analysis -- How will the data collected through interviews and group sessions be analysed and reported? Will it be via content or thematic analysis? Given that this research also collects qualitative data, it is important to recognise and address rigour and trustworthiness in the research methodology.Overall, this is an interesting and worthwhile study which could be strengthened with additional clarity and specific focus on key methodological issues. I wish the authors the best of luck with their research.

I have read this submission. I believe that I have an appropriate level of expertise to confirm that it is of an acceptable scientific standard, however I have significant reservations, as outlined above.
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The paper addresses a very important multi-criteria decision analysis technique (AHP), applied to an area where it is greatly needed - drug prescription. The authors present a proposal that utilizes the AHP in drug benefit-risk analysis, with the intent of submitting the research findings for consideration by the FDA.

 

The authors made efforts to elaborate on the AHP methodology. However, in the process of doing so, too many (at times unnecessary and confusing) details were presented:

     Figure 1: The AHP hierarchy is unclear. The decision box at the top is not indicative of the hierarchy structure associated with AHP and should be replaced by a goal box (rectangle). The diagram also presents the drugs (decision alternatives) as the lowest level of the hierarchy; that is, a sub level of all other levels. The authors need to present them as decision alternatives and not as a lower level hierarchy.The second to last paragraph of page 4 is unclear. What do the authors mean by " *irrelevant alternative*"? How does the distributive mode of Expert Choice help " *examine....results for robustness*"?Step 1, page 5: The authors state that " *more specific objectives will be placed below the general objectives...*" Do they mean criteria? Why should they aim for seven or fewer objectives (criteria)?Step 2, page 5, final paragraph: The sentence " *Formats for ....based on Dolan et al...box containing 100 items...*" is unclear. What is the substance of Dolan *et al*? What does the entire sentence mean? The authors need to a better explanation in this paragraph. Also Supplementary Figure A is unclear and not properly explained.Step 3, page 5: this is very confusing. The authors initially indicated that they would carry out a pair-wise comparison of the decision variables to determine the priority ratings of the variables yet now, in addition, the authors want to carry out a pair-wise comparison of alternatives. The alternatives are supposed to be evaluated against the global priorities. 

In addition I have the following questions about the methodology of the study: Why do the authors spend so much effort on multiple interviews and sessions with physicians, only to test the model with **one**patient (page 5, step one, second paragraph). A medical experiment of this nature (that could lead to far reaching decisions), should be tested using an adequate amount of data theerby increasing the generalisability of the model.If this paper is a proposal paper (as I understand it to be), the authors do not need to discuss implementation issues such as the looks and prompts by *Expert Choice*.Have the authors considered other concomitants that could affect the benefits and harms associated with a given drug? For exampple age, gender, race, and other genetic factors could contribute to the benefits and risks associated with a given drug. A fuzzy-cognitive map technique would likely produce a better result than AHP in the sense that it is a better tool for modelling cause and effect relationships. 

In all, the idea of the study is very good. The authors need to better decide on the appropriate technique for modelling drug risk-benefit analysis, and clearly describe the technique.

I have read this submission. I believe that I have an appropriate level of expertise to confirm that it is of an acceptable scientific standard, however I have significant reservations, as outlined above.
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The article sets out to evaluate the Analytic Hierarchy Process (AHP) in a simulated committee setting for type 2 diabetes. AHP presents a new way of decision-making about drugs and devices. AHP is potentially valuable to patients and regulators as it can help weigh the risks and benefits.

I have read this submission. I believe that I have an appropriate level of expertise to confirm that it is of an acceptable scientific standard.
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